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tures for acid-fast bacilli are consistently negative for
the final 6 months. Despite the high incidence of pa-
tients with preexisting liver disease within the non-
cooperative group, adverse liver reactions due to
isoniazid, rifampin, and pyrazinamide are remarkably
infrequent. MATTHEW 0. LOCKS, MD
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Exposure of Expectant Mothers to
Cytomegalovirus Infections
HUMAN CYTOMEGALOVIRUS (CMV) infections are
common worldwide. The epidemiology of this virus
has not been completely delineated but it is known that
transmission from person to person requires intimate
contact. Among adults, the primary route of transmis-
sion is by intimate (oral or sexual) contact. Most
cytomegalovirus infections are asymptomatic or mild.

Infection with cytomegalovirus has particular sig-
nificance for pregnant women. The virus can infect
the fetus in utero following a primary infection in the
mother and, unlike rubella, also by reactivation of
latent maternal cytomegalovirus. The risk of manifest
congenital disease at birth appears to be largely asso-
ciated with a mother's first (or primary) infection dur-
ing pregnancy but the relative contribution to fetal
damage by reactivated maternal cytomegalovirus in-
fections has yet to be defined. In the United States
0.5% to 2.2% of all newborns are congenitally in-
fected as shown by viral excretion at birth but most of
these infected infants show no clinical signs of impair-
ment at delivery. About 10% of these infections (about
1 per 1,000 births) result in some overt congenital
cytomegalovirus disease at birth, but some of the
asymptomatic congenital infections may produce ef-
fects detectable only later in life.
The results of several studies suggest that from 3%

to 28% of all pregnant women in the US shed cyto-
megalovirus from their cervix by the third trimester of
pregnancy. The virus has also been detected in
the breast milk of 13% of women with cytomegalo-
virus antibodies. Such viral shedding is thought to be
due predominantly to the reactivation of latent infection
during pregnancy. Infants born to mothers shedding
this virus may be infected connatally-that is, during
labor or at birth-or postnatally. Most connatal and
postnatal infections, like those acquired in utero, are
asymptomatic, but some of these infections may con-
ceivably produce subtle effects, the long-term results of
which have not been well documented. Studies in the
US also indicate that up to 30% of all children acquire
cytomegalovirus infections by 3 years of age. Avoiding
or reducing the risk of exposure to cytomegalovirus is
difficult because of the large number of asymptomatic
virus shedders in the general population.

Whether women who provide care to any group of

infants and children have a greater risk of acquiring a
primary infection with this virus than women not so
employed has not been established. The most impor-
tant routes of cytomegalovirus transmission from chil-
dren to adults are apparently via contact with urine or
saliva of virus shedders, for example, through kissing
or poor personal hygiene after handling soiled diapers.
Thus, nursery and other child care staff who are in
contact with known infected infants and who adhere
to routine patient care practices such as handwashing
should not be at increased risk of acquiring a cyto-
megalovirus infection.
Women of childbearing age should be informed that

this virus is ubiquitous and that prevention of infection
from infants and children in any setting (home or
occupation) is best accomplished by observing good
personal hygiene. These women should also be ad-
vised that this virus is of relatively low infectivity, and,
in contrast to the transmission of rubella and rubeola
infection, intimate contact is usually required to trans-
mit it. Antibody testing programs for women who are
routinely in close contact with children cannot be
recommended at the present time, since there is no
information to indicate (or suggest) that such a pro-
gram would reduce the risk of congenital damage to
infants infected with cytomegalovirus. JAMES CHIN, MD
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Office Treatment of Alcoholism
MOST PHYSICIANS have been trained in public hospitals
to recognize alcoholism by a patient's end-stage liver
disease or other serious sequelae of heavy drinking.
Patients who are obviously alcoholic represent only
5% or so of those who will go on to die an average of
ten years prematurely because of their alcohol-related
problems.

The average alcoholic person is a blue-collar or
white-collar worker or a homemaker who drinks too
heavily on evenings or weekends or experiences short
periods each year when alcohol problems escalate. In
these persons, who compose 15% to 20% of the
patients seen in practice, cirrhosis rarely develops (seen
in only 15% of alcoholic persons), and they are un-
likely to enter a physician's office in an intoxicated
state. The fall of blood alcohol concentrations to zero
on an almost daily basis results in a moderate to mild
withdrawal syndrome that, for 95% of these persons,
causes tremor, anxiety and a flulike feeling.

Recognition of this average middle-class alcoholic
person is important to clinicians because such patients
are not likely to respond in a predictable way to thera-
peutic intervention if they continue drinking. Patients
usually have nonspecific complaints, perhaps request a
physical examination, and are likely to have mild hy-
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pertension (about 140/90), mild elevations in any one
or more of a number of laboratory values (uric acid,
y-glutamyl transferase, triglycerides, mean corpuscular
volume) or have symptoms of insomnia, impotence or
depression. The diagnosis is made by asking a patient
(and spouse, if appropriate) about the pattern of life
problems and then determining whether alcohol was a
contributor. These problem areas include family (a
separation or divorce related to alcohol), police (two
or more alcohol-related arrests or accidents), job (an
alcohol-related loss or layoff) and health (physical
evidence that alcohol intake had harmed health, in-
cluding a history of alcohol withdrawal). Once alco-
holism has been identified, confrontation entails re-
minding patients that they are responsible for their own
actions, pointing out ways in which alcohol use has
significantly interfered with their life, noting that a
long and healthy life will require abstinence and refer-
ring them to a treatment program or Alcoholics Anon-
ymous (or both).

The prognosis in alcoholism is good. The chances
that a patient will achieve and maintain abstinence for
an extended time (longer than a year) increase with
the patient's level of stability before entering care.
Thus, a person who has an intact family, a job or
relevant job skills and an absence of drug problems or
non-alcohol-related police difficulties has a 70%
chance of being abstinent for one to two years.

MARC A. SCHUCKIT, MD
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Car Passenger Injuries and
Child Restraints
THE USE OF appropriate restraining devices (car seats
and safety belts) for child car passengers is truly an
idea whose time has come. Few health service agencies,
such as hospitals, clinics, medical or dental offices,
pharmacies or health departments, actively promoted
these devices until a short while ago. For children
under 15 years, car passenger injuries represent the
single leading cause of death in the United States, al-
most 2,000 fatalities per year.
The younger a child, the more vulnerable he or she

is to severe injury or death. Considering the anatomic
proportions of children, this finding is not surprising:
a relatively higher center of gravity makes a child,
when unrestrained, serve as a projectile hurled inside
or outside a car when it is stopped by a crash or sud-
den braking. The "typical" child victim is a 1-year-old
who rode unrestrained in the front seat of the family
car, and the injury occurred during the daylight hours
and in ordinary weather and road conditions.

There is no question that child restraints provide
significant protection; unrestrained children are more
than ten times as likely to sustain severe injury or

death. Tennessee, the first state to enact mandatory
child restraint legislation in 1978, reports a provisional
50% reduction in fatalities. About 30 other states have
recently enacted similar legislation mandating car seat
or safety belt use by young children.

Through education of their parents, children should
be protected against car passenger injuries. Ideally this
activity should be initiated during the prenatal period
and proceed on through infant restraints to include the
use of safety belts by school-age children. This simple,
sensible and safe practice will not be easy to imple-
ment universally but can be accomplished through a
combination of health education, legislation and the
development of an increased personal sense of health
and safety. ALBERT CHANG, MD, MPH
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Screening for Colorectal Cancer
COLORECTAL CANCER is the second most common type
of cancer (excluding skin cancer) in the United States.
In 1983 there will be an estimated 126,000 new cases
(87,000 colon and 39,000 rectal) with about 58,000
deaths.
The American Cancer Society has issued the fol-

lowing guidelines for colorectal cancer checkups:
* Men and women over 50 years of age should have

a test for occult blood in the stool every year;
* men and women over 50 years of age should have

annual sigmoidoscopic examinations until two
consecutive examinations are normal and there-
after every three to five years, and

* men and women over 40 years of age should have
a digital rectal examination yearly.

Persons who are at a high risk of colorectal cancer
developing should receive more frequent and intensive
examinations beginning at an earlier age. High-risk
groups include persons with a history of adenomatous
colon polyps or prior colon cancer, Gardner's syn-
drome, ulcerative colitis, familial polyposis or a family
history of colorectal cancer.
The National Cancer Institute's consensus report

states that the stool blood test should not be used as
yet for screening, until the outcome of ongoing clinical
trials shows a decrease in colorectal cancer mortality.
The Canadian Cancer Society recommends that the
screening use of stool blood test be used only for per-
sons at high risk.
One must realize that most but not all colorectal

cancer patients will have occult blood in the stool and
that some but not all precancerous colorectal lesions
(for example, adenomatous polyps) will bleed; other
non-neoplastic conditions may give a positive test for
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